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Background:  The clinical presentation of myocarditis is highly variable. A high index of suspicion is needed when faced with unexplained 
and rapidly evolving cardiac symptoms.
case:  A 24-year-old gentleman with history of congenital aortic valve stenosis, status post aortic valve homograft and a subsequent 
mechanical aortic valve conduit (as a child) presented with a two day history of dull left shoulder discomfort and low grade fever. 
Subsequently he developed pleuritic chest pain and palpitations but no symptoms of overt heart failure. Physical examination showed a 
regular rhythm, normal S1, normal prosthetic closure sound, and a II/VI early peaking crescendo-decrescendo systolic ejection murmur at 
the base. Jugular venous pressure was normal and he had no peripheral edema.
decision Making:  12-lead ECG showed third-degree atrioventricular (AV) block with junctional escape rhythm. Chest X ray showed 
enlarged cardiac silhouette with clear lung fields. Troponin I was 64 ng/ml. Coronary angiography showed normal coronary arteries. The 
constellation of pleuritic chest pain, markedly elevated troponin (with normal coronaries) and complete AV block suggested myopericarditis. 
Accordingly, we proceeded with cardiac MRI that revealed mild right ventricular enlargement and global dysfunction with extensive, patchy 
enhancement. MRI also showed normal left ventricular size, ejection fraction of 55%, normal wall motion and patchy enhancement. 
Because of the advanced AV block and evidence of left ventricular involvement, we obtained endomyocardial biopsies, which showed 
extensive lymphohistiocytic infiltrates - with rare eosinophils, but no giant cells - and adjacent myocyte injury and necrosis, consistent with 
myocarditis. We managed him supportively with temporary transvenous pacing and hemodynamic monitoring. His pain resolved and he 
recovered AV conduction within a few days.
conclusion:  Acute lymphocytic myocarditis with preserved left ventricular ejection fraction is a variant of myocarditis that portends an 
excellent prognosis. Prompt recognition of this condition is key to appropriate management.
